A Comparison of Educational Approaches to the End-of-Life-Nursing Education Consortium (ELNEC) Course by Bodine, Jennifer L.
San Jose State University
SJSU ScholarWorks
Doctoral Projects Master's Theses and Graduate Research
Spring 5-2016
A Comparison of Educational Approaches to the
End-of-Life-Nursing Education Consortium
(ELNEC) Course
Jennifer L. Bodine
California State University, Northern California Consortium Doctor of Nursing Practice
Follow this and additional works at: https://scholarworks.sjsu.edu/etd_doctoral
Part of the Critical Care Nursing Commons, Geriatric Nursing Commons, and the Other
Nursing Commons
This Doctoral Project is brought to you for free and open access by the Master's Theses and Graduate Research at SJSU ScholarWorks. It has been
accepted for inclusion in Doctoral Projects by an authorized administrator of SJSU ScholarWorks. For more information, please contact
scholarworks@sjsu.edu.
Recommended Citation
Bodine, Jennifer L., "A Comparison of Educational Approaches to the End-of-Life-Nursing Education Consortium (ELNEC) Course"
(2016). Doctoral Projects. 48.
DOI: https://doi.org/10.31979/etd.xccv-ahg5
https://scholarworks.sjsu.edu/etd_doctoral/48
ABSTRACT 
A COMPARISON OF EDUCATIONAL APPROACHES TO THE END-
OF-LIFE NURSING EDUCATION CONSORTIUM (ELNEC) COURSE 
Purpose: The purpose of this project was to compare the effectiveness of two different 
educational approaches to teaching the End of Life Nursing Education Consortium 
course. 
Background: Terminally ill patients frequently visit the emergency department for 
palliative care. However, various references show that staff does not have the knowledge 
base necessary to provide quality end-of-life care in the emergency setting. 
Method: Participants from the emergency department at a Level I Trauma Center were 
recruited. A quantitative, cross-sectional pilot study was conducted to investigate whether 
lecture or lecture with simulation was more effective in increasing the knowledge base of 
participants regarding end-of-life care.  
Results: The lecture only and lecture with simulation groups were compared and showed 
no statistical significance between groups. However, when modules were examined 
individually, statistical significance was achieved in both groups for varying modules.  
Conclusion: As terminally ill patients continue to use the emergency department for pain 
and symptom management and end-of-life care, emergency staff must be provided with 
educational opportunities and resources regarding end-of-life care. The ELNEC course is 
one method for increasing the end-of-life knowledge base for nurses. 
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CHAPTER 1: INTRODUCTION 
Although death is a certainty for everyone, the care of the dying is an ever-
shifting variable that depends on the aging population, access to care, and evolving health 
care systems (Institute of Medicine [IOM], 2015).  Before the twentieth century, death 
typically occurred at a younger age however with scientific advancements, most deaths 
now occur in adults at an advanced age (Carr, 2012).  In the nineteenth century, deaths 
occurred in the home; in the twentieth century, it occurred, more often than not, in 
hospitals with physicians at hand.  In the 1970s, the hospice movement, which promotes 
palliative care, offered terminally ill patients the opportunity to die at home, providing 
them with pain and symptom management, open communication, and a peaceful death 
(Carr, 2012). 
In the United States (U.S.), the terms hospice and palliative care are often used 
interchangeably.  Hospice programs provide terminally ill patients, with 6 or fewer 
months to live, with palliative care available from an interdisciplinary team (Meier, 
2011).  Palliative care provides relief from pain and symptoms that result from a life-
limiting disease (World Health Organization, 2014).  End-of-life (EOL) care can 
encompass both hospice and palliative care because it involves relieving symptoms that 
are prevalent in actively dying persons (Mayo Clinic, 2014).  
In 2012, the National Hospice and Palliative Care Organization (NHPCO) 
estimated that 1,113,000 people in the U.S. died while under the care of a hospice 
program.  Of those deaths, 6.6% occurred in acute care hospitals (NHPCO, 2013).  A 
study that examined emergency department use in the last months of life for patients aged 
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65 years and older (N = 4,158) found that 75% visited an emergency department in the 
last 6 months of life and 51% visited in their last month of life (Smith et al., 2012).  
Although the emergency department may not be the ideal place to receive EOL 
care, many terminally ill patients still use this service because they lack knowledge of 
symptom management and have been sent by outpatient providers (Smith et al., 2010).  
Lamba and Quest (2011) observed that people may call emergency services reflexively 
when they need support devices or medications and cannot reach hospice staff.  Also, 
because hospice programs do not require patients to have a do-not-resuscitate (DNR) 
order, their staff may tell patients to call 911 in a crisis (Lamba & Quest, 2011).  Finally, 
late referrals to hospice leave patients and families unprepared for EOL symptoms, and 
fear may cause them to use an emergency department (Lamda & Quest, 2011).  
Emergency department staff have identified several barriers to delivering EOL 
care.  The emergency department’s chaotic environment makes it difficult to make EOL 
decisions and provide EOL care (Beckstrand, Wood, Callister, Luthy, & Heaston, 2012).  
Emergency department staff are charged to triage patients rapidly with a focus on 
discharge or admission. Often, emergency department staff are not equipped to provide 
interventions for symptoms associated with EOL (Beckstrand, Wood, et al., 2012).  
Because most EOL models focus on chronic illnesses, no guidelines have been 
disseminated on the acute symptoms of terminal illness (Beckstrand, Wood, et al., 2012).  
Some hospitals may not have the resources to support a palliative care team in the 
emergency department, and emergency staff may not have the educational background to 
provide quality EOL care.    
 10 10 
Several studies (Beckstrand, Giles, Luthy, Callister, & Heaston, 2012; 
Beckstrand, Rasmussen, Luthy, & Heaston, 2012; Beckstrand, Wood, et al., 2012; Smith 
et al., 2012; Smith et al., 2010) have discussed barriers to delivering EOL care in 
emergency settings and have identified potential interventions.  Interventions include 
staff input into departmental design for better EOL experiences, allowing nurses to be 
more available to dying patients, policies for family presence during CPR, improved staff 
training, early referrals for palliative care, and improved communication between 
physicians, patients, and family members. However, the implementation of these 
recommended interventions have yet to be reported in the literature. 
Problem Statement 
Although schools of nursing are providing more EOL education than before, it is 
still inadequate to provide nurses with the knowledge necessary to provide quality EOL 
care in clinical settings (Jeffers, 2014).  Recent initiatives, such as the End-of-Life 
Nursing Education Consortium (ELNEC), Education in Palliative and End-of-Life Care-
Emergency Medicine (EPEC), and the Center to Advance Palliative Care’s, “Improving 
Palliative Care in Emergency Medicine” (IPAL-EM), are addressing palliative care in 
emergency departments. However, the need is still great to provide EOL education to 
staff who in turn can improve EOL care in emergency departments (Quest, Asplin, 
Cairns, Hwang, & Pines, 2011). The project addressed the following questions: 
1. Were there mean differences between baseline mean scores on EOL modules 
and post-ELNEC training mean scores for participants who attended the lecture with 
simulation courses versus participants who attended the lecture-only courses? 
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2. Were there mean differences between baseline mean scores on EOL modules 
and post-ELNEC training mean scores, separately by group? 
3. Were there mean differences between baseline mean scores on EOL modules 
and post-ELNEC training mean scores for the whole sample?  
Purpose 
The Joint Commission’s initiative, “Core Principles for End-of-Life Care,” is 
intended to be used by all those who care for the dying across all health care settings 
(Norton, Hobson, & Klum, 2011).  The initiative promotes alleviation of pain and 
physical symptoms and the assessment and management of psychological, social, and 
spiritual problems throughout a health care organization (Cassel & Foley, 1999).  Thus, 
the same basic principles of EOL care apply wherever patients are being cared for in a 
hospital.  
The emergency department is an area that is designated for individuals who need 
immediate care for acute or life-threatening illnesses.  Despite best efforts to sustain life, 
approximately 240,000 people died in U.S. emergency departments in 2010 (Centers for 
Disease Control and Prevention, 2014).  More than one third of deaths in emergency 
departments are chronically ill patients in the terminal phase of their disease trajectory.  
Although death is a normal occurrence in emergency settings, emergency staff are often 
uncomfortable delivering care to dying patients (Norton et al., 2011).  Some of the 
perceived barriers to EOL care are lack of privacy, poor communication, lack of an EOL 
care model, lack of communication, demanding workloads, and lack of EOL education 
specific to emergency medicine (Beckstrand, Giles, et al., 2012; Beckstrand, Wood, et al., 
2012).  
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The Emergency Nurses Association (ENA; 2013) released a position statement 
that outlines the expectations of emergency nurses when caring for EOL patients.  The 
ENA acknowledges that difficulties can occur in the specialized area of emergency 
medicine such as time restrictions, minimal data on patients, and public pressure to 
render high quality care. Despite these challenges, the ENA believes that emergency 
nurses should receive education specific to EOL care so that they can identify patients 
who would benefit from palliative or hospice care and become more proficient in 
providing EOL care to such patients.   
Furthermore, emergency nurses are expected to support family involvement in the 
EOL process and collaborate with palliative care providers.  In light of the foregoing 
issues and the recommendations of the ENA and Joint Commission, this project focused 
on the education of emergency nurses with an intent to enhance the quality of EOL care 
in the emergency department.  Specific interventions are needed to address the EOL 
barriers to communication with family members and physicians and pain and symptom 
management in the emergency department setting.  
The purpose of this project was to provide two educational approaches to the 
ELNEC course to determine if one method was more effective in increasing the 
knowledge base of emergency nurses about EOL care.  The expectation was that nurses 
would use this knowledge to address the perceived barriers to providing quality palliative 
care in emergency departments.  
The goal was to provide emergency nurses with the EOL competencies required 
to create an environment that is conducive to providing palliative care.  Nurses’ self-
competence in palliative nursing was assessed and those who attended the class are 
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considered palliative care “champions” who will role model the behaviors desired in 
giving EOL care. 
Definitions 
The following definitions were used in this project.  
• Actively dying. The time associated with a person’s impending natural death (Hui 
et al., 2014). 
• Hospice.  A program philosophy that uses an interprofessional team to provide 
pain and symptom management and emotional and spiritual support during the 
last 6 months of life (Hui et al., 2013). 
• Palliative care. The interprofessional administration of care that improves the 
quality of life for patients and their families throughout the disease trajectory (Hui 
et al., 2013). 
• Terminally ill.  An incurable disease which a patient is expected to die from 
within 6 months or less (Hui et al., 2014). 
Theoretical Framework 
Transformative Learning Theory 
Mezirow’s (2009) transformative learning theory was used as this project’s 
theoretical framework.  The theory assumes that people use personal experiences as a 
frame of reference to shape their beliefs and actions (Mezirow, 2009).  Past experiences 
bind individuals to preconceptions that shape their perspectives of various situations.  
Mezirow (2009) refers to these preconceptions as habits of mind that include 
sociolinguistic, moral-ethical, learning styles, religious, psychological, health, and 
aesthetic.  These habits of mind shape how people understand the world. 
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The theory asserts that adults restructure their habits of mind through self-
awareness and reflection.  Communicative learning and instrumental learning are 
important components of the transformative learning process.  Adults achieve 
communicative learning through knowledgeable dialogue, which creates defensible 
beliefs.  They achieve instrumental learning when they use evidence-based research to 
arrive at the truth.  
Transformative learning typically occurs after a critical event, a deep assessment 
of assumptions, or adopting a new role or relationship (Mezirow, 2009).  These events 
trigger adults to question their habits of mind, which leads them to a new understanding 
of the world.  Mezirow (2009) determined that transformative learning requires both 
critical self-reflection and contributing to a dialogue in a complete and unreserved 
manner.  The reflection caused by a crisis or series of insights causes a person to 
reevaluate beliefs constructed from past experiences.  People can realign their habit of 
mind in the light of present experiences.  This transformation allows individuals to 
expand their understanding of the world (University of Central Oklahoma, 2012b).  
Transformative learning theory was ideal for this project’s learning situation.  It 
encourages learners to rethink their assumptions about situations in their environment 
(Hayes, 2015).  In this case, emergency nurses typically see themselves in a life-saving 
role.  They function in a hectic environment driven by the acuity of the patients’ 
conditions.  At times, they perceive actively dying patients to be low acuity. But this 
speaks to the context of their reality.  Within that context, there is no time for patients 
who cannot be saved.  
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The learning situation in this project involved teaching emergency nurses four 
modules of the ELNEC course.  The class was based on survey results of perceived 
barriers to EOL care.  In their survey responses, emergency department nurses indicated 
that poor communication with patients, family members, and physicians was a barrier to 
EOL care.  Additionally, the hospital’s palliative care manager volunteered that 
emergency department nurses needed more education on pain and symptom management 
for EOL patients.  
The educational sessions consisted of four ELNEC modules: an overview of 
palliative care, communication, symptom management, and pain management.  The 
project’s class was presented in two formats: lecture and lecture with simulation.  The 
sessions, which involved a steady dialogue between the instructor and students, 
encouraged emergency nurses to relate their real-life experiences to the module content.  
At the beginning of class, the instructors validated the difficulties emergency 
nurses have in caring for actively dying persons in a hectic environment.  They also 
acknowledged the nurses’ efforts to make the best of their situation.  Throughout the 
course, nurses discussed the barriers to providing quality EOL care.  This discussion 
allowed the nurses to discover the prescriptive, casual, and paradigmatic assumptions that 
alter their frame of reference.   
The nurses discussed how EOL situations should be managed in emergency 
departments (prescriptive).  They suggested interventions to improve these situations 
(causal).  Finally, they expressed their feelings about themselves as people and as 
emergency nurses (paradigmatic; Glazer & Stein, 2015).  The nurses were encouraged to 
ask questions and challenge the material if they did not believe it was relevant to their 
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environment.  These challenges enabled the instructors to present evidence-based 
research in support of the material to help participants arrive at the truth. 
The class was designed to allow the nurses to share their personal experiences in 
caring for dying patients.  In response to a slide on pain management for terminally ill 
drug addicts, one emergency nurse voiced a rather callous assessment of such patients, 
“Yes, the patient is obviously in pain while they eat their chips and text on their cell 
phone.”  Based on this nurse’s unfortunate past experiences, she believes that all drug 
addicts take advantage of emergency departments to obtain medications.  The instructor 
redirected the nurse by emphasizing that, in this scenario, the drug-addicted patient was 
also terminally ill and actively dying.  The instructor also stressed that, based on research, 
this type of patient needs more pain medication than average patients due to their high 
tolerance of drugs.  After reflection, the student acknowledged that this patient needed 
medication for the pain caused by his terminal illness.  
The goal of transformative learning is to enable people to be open-minded in 
situations through self-reflection and unrestricted dialogue (University of Central 
Oklahoma, 2012a).  After the nurses discussed perceived barriers, potential interventions 
in the emergency setting were reviewed.  The instructors continuously emphasized that 
the information being presented was important not only to patients and families but 
nurses as well.   
At the end of class, participants were asked if they had learned anything that 
would change their practice as a result of attending the course.  This question prompted 
participants to reassess their beliefs once more before leaving class.  The class gave 
 17 17 
participants an opportunity to base future decisions on evidence rather than previously 
held assumptions. 
Transformative learning can help emergency nurses challenge their beliefs, which 
could dramatically alter the importance they place on actively dying patients.  Providing 
nurses with evidence-based information and interventions that they can use in their 
practice environment may allow them to create feasible plans of care for their actively 
dying patients.  The dialogue that occurred during the class allowed nurses to vent their 
frustrations and fears, which, Mezirow (2009) noted, leads to transformative learning. 
In summary, the need for improved competencies in EOL care in emergency 
settings is evident. Emergency nurses may care for terminally ill patients at any time 
during their disease trajectory.  Not only must they be prepared to deliver palliative care 
but also to act as patient advocate and to encourage patients and families to act as 
independently as situations allow.  
 
 
 
 
 
 
 
 
 
 
 
 18 18 
CHAPTER 2: REVIEW OF LITERATURE 
A literature review was conducted to assess the barriers nurses found in delivering 
EOL care in emergency departments, the effectiveness of the ELNEC for nurses, and the 
effectiveness of simulations for EOL education.  A search of the CINAHL, Google 
Scholar, and PubMed databases used various combinations of these keywords: EOL care, 
emergency department, barriers, palliative care, hospice, terminally ill, actively dying, 
ELNEC, simulation, education, and nursing.  References in relevant articles led to further 
searches.  
The literature leaves no doubt of the need for more EOL education.  The IOM 
(2015) has recommended that academic institutions, regulatory bodies, and health care 
systems recognize the need for a more robust palliative care curriculum for health care 
professionals.  The deficiency in providing adequate and comprehensive EOL education 
begins in the academic setting.  Undergraduate and graduate nursing programs lack 
appropriate EOL curricula (Gillan, van der Riet, & Jeong, 2014a; Paice et al., 2006; 
Schlairet, 2009).  However, the American Association of Colleges of Nursing (AACN, 
2016) is working to rectify this shortcoming by issuing its new document CARES 
(Competencies and Recommendations for Educating Undergraduate Nursing Students: 
Preparing Nurses to Care for the Seriously Ill and Their Families), which identifies 17 
palliative care competencies that nursing students should acquire by graduation.  This can 
be possible by making the ELNEC curriculum available to undergraduates online.  
Beckstrand, Giles, et al. (2012) noted that, even though practicing nurses may 
have received EOL education, it may not have been adequate for their needs.  
Researchers found that continuing education in EOL care for practicing oncology nurses 
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decreased by 11% when compared with their previous study, which as conducted 10 
years earlier (White & Coyne, 2011; White, Coyne, & Patel, 2001).  However, Schlairet 
(2009) noted that continuing education was effective in improving EOL knowledge, 
skills, and attitudes.  Continuing education for palliative and EOL care is needed in 
emergency departments (Heaston, Beckstrand, Bond, & Palmer, 2006; Norton, Hobson, 
& Kulm, 2011; Quest, Herr, Lambda, & Weismann, 2013) because all providers should 
have a basic understanding of palliative care and emergency departments are the typical 
entry point for patients requiring this care (Grudzen, Stone, & Morrison, 2011).  
Communication during EOL situations, care of hospice patients, and 
understanding and improving pain and symptom management have been identified as 
needed areas of education in emergency departments (Chan, 2006; Eby, 2008; Smith et 
al., 2010).  Recognizing emergency nurses’ responsibility for EOL patients, the Center to 
Advance Palliative Care (Chan et al., 2011), with support from the ENA (2013), issued a 
position statement that emergency nurses should receive training and education on 
palliative and EOL care. Educating nurses is an effective way to integrate palliative care 
into emergency settings (Grudzen et al., 2011; Quest et al., 2013). 
The Study to Understand Prognoses and Preferences for Outcomes and Risks of 
Treatment (SUPPORT) showed that care of EOL patients was inadequate (Sherman, 
Matzo, Rogers, McLaughlin, & Virani, 2005).  Aggressive interventions were 
administered until EOL, communication between physicians and EOL patients was 
subpar, and pain management was insufficient (Sherman et al., 2005).  The ELNEC was 
developed in response to nurses’ need for better EOL education.  As of 2012, 400,000 
nurses and health care providers have received ELNEC training.  Of note, more health 
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care personnel in California have participated in ELNEC than health care personnel in 
any other state (AACN, 2012).  
The ELNEC offers eight curricula, each specific to an area of health care.  Despite 
having taken the ELNEC course in nursing school, nurses found that they did not fully 
understand its content until they actually began caring for dying patients (Barrere & 
Durkin, 2014).  Thus, the curriculum may be of most benefit to nurses who are already in 
practice. The ELNEC-Critical Care curriculum is intended for nurses in intensive care 
units and emergency departments (AACN, 2012).  The ELNEC course uses the validated 
ELNEC-Knowledge Assessment Test as an assessment tool (Lange, Shea, Grossman, 
Wallace, & Ferrell, 2009).  Nurses who attend an ELNEC course are expected to become 
change agents in their specialty area (Sherman et al., 2005). 
The ELNEC course uses various teaching methods: PowerPoint presentations 
with lectures, case studies, and pertinent movie clips.  EOL education is usually delivered 
didactically, which precludes exploration of the emotional side of EOL care (Gillan et al., 
2014a).  In their review of 16 articles on EOL simulation, Gillan, van der Reit, and Jeong 
(2014b) found that, regardless of study components, simulation helped nursing students 
to perceive an increase in knowledge and confidence about EOL care.  Furthermore, they 
found that postsimulation debriefing was a critical factor in the success of the education.  
Nursing students who lack clinical experience in caring for dying patients find 
simulation helpful in reinforcing didactic materials (Leighton & Dubas, 2009; Tuxbury, 
McCauley, & Lement, 2012).  One study that used simulation after an ELNEC lecture 
found that the observers acknowledged a greater change in knowledge base, although no 
significant difference was noted in the knowledge base of those who played an active part 
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in the simulation (Fluharty et al., 2012).  Bussman et al. (2015) found that simulation that 
involves difficult conversations improves EOL conversations between staff, patients and 
their family members.  
This literature review explored the need of EOL education for all nurses.  Such 
education can only enhance the care nurses render to EOL patients and their family 
members.  The ELNEC course has proved to be a beneficial educational tool both 
nationally and internationally. Although most EOL simulation has been provided to 
nursing students, research has shown that simulation helps nurses cope with the 
emotional aspects of EOL care as well as improve participants’ knowledge base.  This 
literature search revealed that nurses feel educationally unprepared to deliver EOL care, 
ELNEC is a reliable curriculum for EOL education, and simulation is helpful in EOL 
education.  
 
. 
CHAPTER 3: METHODOLOGY 
This chapter discusses the methodology for this project, which was designed to 
compare, contrast, and conclude which of two methods of teaching the ELNEC to 
emergency department nurses was the most effective.  This pilot study used a 
quantitative, cross-sectional, descriptive design. 
Participants and Setting 
 A convenience sample of emergency nurses (N = 53 ) at a Level I trauma center 
was invited to participate in this project.  Class and enrollment information were 
advertised through flyers, emails, and staff meetings (Appendix A). Flyers indicated that 
the ELNEC course was part of this pilot study.   
 Nurses received consent forms by email, which explained that consent was 
implied when one voluntarily enrolled in the project (Appendix XX). Those nurses who 
volunteered were paid for the education hours by their management, provided a free 
lunch, and received 8.9 continuing education hours, if they attended the full class.   
The participants were not informed on which dates the lecture only or lecture with 
simulation class would be held.  Thus, they assigned themselves randomly to either the 
control or experimental group depending on the day they chose to attend class.  During 
class, the instructor collected demographic information: sex, years of experience in an 
emergency department, role in the emergency department, and the zone in which 
participants worked. 
 The project took place in the 70-bed emergency department of a Level I trauma 
center in central California.  This hospital administered care to over 110,000 patients per 
year (University of California, San Francisco, 2015).  The emergency department has 3 
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major trauma rooms, 10 critical care beds, 11 major medical beds, and 25 minor care 
beds. 
Study Design 
Six months before the pilot was initiated, participants were asked to complete 
Beckstrand’s Survey of Emergency Nurses Perceptions of End-of-Life Care (Heaston, 
Beckstrand, Bond, & Palmer, 2006).  The survey was used to determine course content 
based on the identified barriers. The principle finding was that the nurses considered the 
biggest barrier to EOL care in their setting to be poor communication with physicians, 
patients, and family members.  Pain and symptom management was also an issue. The 
ELNEC-Critical Care curriculum is intended for nurses in intensive care units and 
emergency departments (AACN, 2012).  Accordingly, the project director selected four 
appropriate modules from the ELNEC Critical Care course: Palliative Care in Critical 
Care Nursing, Pain Management, Symptom Management, and Communication.  
Materials 
End-of-Life Nursing Education Consortium test.  The abbreviated 25-question, 
quantitative ELNEC examination (Appendix XX) was used for pre/post evaluation and 
was derived from the validated 106-question ELNEC-Knowledge Assessment Test 
(Lange et al., 2009; Appendix XX).  The original test was comprised of nine modules that 
are considered significant areas for EOL care (Shea, Grossman, Wallace, & Lange, 
2010).  The total alpha coefficient was 0.92, and corrected item-total correlations ranged 
from 0.51 to 0.72 (Shea et al., 2010).   
Test questions were taken from the seven content areas.  The questions on the 
pretest and posttest were the same, but presented in a different order.  Three questions 
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focused on Nursing Care at the End of Life; six questions were dedicated to Pain 
Management; three questions addressed Symptom Management; one question addressed 
Cultural Considerations in End-of-Life Care; six questions were dedicated to 
Communication; one question focused on Grief, Loss, and Bereavement; and five 
questions were centered on Preparation and Care for The Time of Death.  Question 
selection was based on relevance to emergency settings.  Each question had four possible 
answers, but there was only one correct answer.  Scores were computed on the percent of 
correct answers.  
Procedure 
This pilot study compared two educational approaches to increase the knowledge 
base of emergency department nurses on EOL care.  After IRB approval was granted, six 
ELNEC classes were offered from September through November 2015.   
Each group of nurses completed a pretest at the start of class and a posttest upon  
class completion and prior to completing a course evaluation.  Each test took 30 minutes 
to complete.  
 Both the control and experimental groups received the aforementioned four 
ELNEC modules in PowerPoint presentation, participated in a case study of an actively 
dying homeless man who had frequented the emergency department, and viewed several 
video clips from ZZ Dogg MD’s “Ain’t the Way to Die,” “Terms of Endearment: 
Emma’s Pain Shot,” and “Little Miss Sunshine: Hospital Scene.”  The experimental 
group received the addition of simulations.  
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Participants in the experimental group completed one of two simulations.  The 
simulations involved a standardized family member, standardized physician, and a high-
fidelity 3G SimMan® and were based on real situations.   
The SimMan® was programmed with vital signs and symptoms that are typical of 
terminally ill patients in distress.  The family member and physician had scripted roles 
that allowed students to demonstrate communication techniques and pain and symptom 
management interventions.   
Each simulation class was divided into two groups.  Each participant went 
through one simulation while the other members in their group observed.  After the 
simulations, the emergency department resident, who had played the physician in the 
simulations, facilitated an in-depth debriefing.  
  In summary, a convenience sample of emergency nurses from a Level I trauma 
center in California’s Central Valley were recruited for a randomized controlled pilot 
project.  Two educational approaches were compared to determine which was more 
effective in increasing the knowledge base of participants on EOL care.  Data was 
analyzed to determine if there was a statistical significance between posttest scores for 
the lecture-only and lecture with simulation groups or between the pretest and posttest 
scores for the entire sample.    
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CHAPTER 4: RESULTS 
This chapter discusses the results of the pilot project.  Data analysis entailed 
descriptive statistics, independent t-tests, and bootstrapping.  The pilot project’s findings 
and results are presented as they relate to the problem statement and research questions.   
Problem Statement 
The problem addressed in this study is the continuing need to find an effective 
approach to EOL education that would indirectly contribute to improving EOL care in the 
emergency setting, even though the ENA (2013) and Joint Commission (Norton, Hobson, 
& Klum, 2011) have called for an increased focus on palliative and EOL care in 
emergency departments (Quest et al., 2011).  The project’s findings address the following 
questions: 
1. Were there mean differences between baseline mean scores on EOL modules 
and post-ELNEC training mean scores for participants who attended the lecture with 
simulation courses versus participants who attended the lecture-only courses? 
2. Were there mean differences between baseline mean scores on EOL modules 
and post-ELNEC training mean scores, separately by group? 
3. Were there mean differences between baseline mean scores on EOL modules 
and post-ELNEC training mean scores for the whole sample?  
Demographics 
Fifty-three registered nurses (RNs) from the emergency department of a Level I 
trauma center voluntarily participated in this pilot study of two methods of teaching the 
ELNEC curriculum.  Twenty-one percent were male while 79% were female.   
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Participant years of experience in emergency nursing were categorized according to 
Benner’s novice to expert theory.  Twenty-one percent of the participants were novices 
having less than one year of experience.  After graduation, most of the novices went 
directly into emergency nursing.  In the years of emergency experience category, forty-
two percent of the participants had less than 3 years of experience.  Years of emergency 
nursing experience ranged from 6 months to 33 years, with a mean of 6.2 years (Table 1).  
Eighty-nine percent of the participants were bedside nurses.  Eleven percent assumed 
other roles: 5% charge nurse, 2% clinical supervisor, 2% team leader, and 2% triage 
nurse.  
The emergency department in this setting is divided into red, yellow, green, and 
blue zones.  The red zone is reserved for patients with life threatening conditions. This 
trauma zone is used to care for critical patients who have experienced a physically 
traumatic event.  The yellow zone provides care for patients with potentially serious, but 
not immediately life-threatening conditions requiring  moderate amount of resources.  
The green zone provides care for patients who are not seriously injured or ill and require 
minimal amount of time and resources.  The blue zone, observation area, is reserved for 
people with  low acuity who are being evaluated  to determine if hospital admission is 
required.  Fifty-one percent of nurses worked in the red/trauma zone, 19% in the yellow 
zone, 23% in the green zone, and 7% in the blue zone (Table 1). 
Table 1. Study Participant Characteristics 
Characteristic Value (n = ) Percent 
Men 11 21 
Women 42 79 
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Years of experience  Value (n =) Percent 
Novice (New graduate) 11 21 
Advanced beginner (< 2 years in ED) 2 4 
Competent (< 3 years in ED) 9 17 
Proficient (< 5 years in ED) 8 15 
Expert (≥ 5 years in ED) 23 43 
Zone Type Value (n =) Percent 
Red 27 51 
Yellow 10 19 
Green/Fast Track 12 23 
Blue 4 7 
Job Position Value (n = ) Percent 
Bedside RN 47 89 
Charge RN 3 5 
Clinical supervisor 1 2 
Team leader 1 2 
Triage RN  1 2 
Note. ED = emergency department; Red = immediate zone; Yellow = emergent zone; 
Green/Fast Track = urgent zone; Blue = trauma zone; RN = registered nurse.  
	
	 	
 29 29 
Statistical	Software	and	Analysis	
The data from the pretests and posttests were coded and entered into an Excel 
spreadsheet.		Statistical	analysis	was	conducted	using	SPSS	22.		The assumption of 
homogeneity of variance, in addition to normality, was evaluated before conducting 
independent samples t-tests. Normality was evaluated by descriptive statistics, visual 
inspection of score distributions, and computations of normality statistics.  The normality 
assumption clearly was violated for all studied variables.   
Independent samples t-tests and Mann-Whitney U tests were calculated to analyze 
group differences on the studied variables.  Although the assumption of normality was 
violated for all EOL variables, the homogeneity of variance assumption, evaluated by 
Levene’s test, was met for all EOL factors.   
Results from the Mann-Whitney U tests were very similar to those obtained from 
the t-tests.  Consequently, independent samples t-tests, with bootstrapping, were used to 
analyze differences between the groups.  Dependent samples t-tests, with bootstrapping, 
were used to analyze baseline and postscores for all studied variables, separately for each 
group, and for the whole sample.   
   Research Question 1. Were there mean differences between baseline mean 
scores on EOL modules and post-ELNEC training mean scores for participants who 
attended the lecture with simulation courses versus participants who attended the lecture-
only courses? It was expected that participants who attended the lecture with simulation 
courses would achieve higher scores on all EOL modules than participants who only 
participated in lecture courses.  However, the lecture group’s posttest scores (M = 75.14, 
SD = 9.0) when compared with the lecture with simulation group’s posttest scores (M = 
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78.56, SD = 8.9) revealed no statistical significance (p	>	.05).		No	statistical	significance	was	noted	when	individual	modules	were	compared	(Table	2). 
Table 2. Independent Samples t-tests of ELNEC Variables and Group 
 Group     
 Lecture Onlya  Lecture with Simulationb    
Study Variable M SD  M SD t p 95% CI 
Nursing care at 
EOL 2.25 0.70  2.40 0.71 -0.78 .422 [-0.52, 0.22] 
Pain management 4.68 1.19  4.92 0.95 -0.81 .422 [-0.82, -0.30] 
Symptom 
management 2.25 0.80  2.12 0.78 0.60 .553 [-0.29, 0.59] 
Cultural 
considerations in 
EOL care 
0.89 0.32  0.84 0.37 0.56 .577 [-0.11, 0.24] 
Communication 4.25 0.70  4.56 0.92 -1.39 .159 [-0.74, 0.16] 
Grief, loss, and 
bereavement 1.00 0.00  1.00 - - - - 
Preparation and 
care for the time of 
death 
3.54 0.79  3.80 1.12 -1.00 .314 [-0.73, 0.26] 
Note. ELNEC = End-of-Life Nursing Education Consortium; M = mean; SD = standard 
deviation; CI = confidence interval; EOL = end-of-life. 
an = 28. bn = 25. Grief, Loss, and Bereavementc - t cannot be computed because the 
standard deviations of both groups are 0. Bootstrap results are based on 1,000 bootstrap 
samples. 
Research Question 2.  Were there mean differences between baseline 
mean scores on EOL modules and post-ELNEC training mean scores, separately 
by group?  Nurses who participated in lecture only courses demonstrated statistical 
significance on posttest scores in Nursing Care at the End of Life; Symptom 
Management; and Grief, Loss, and Bereavement when compared to lecture-only 
pretest scores (Table 3).  Nurses who participated in lecture with simulation 
courses showed statistical significance on posttest scores in Nursing Care at the 
End of Life; Cultural Considerations in End of Life of Care; Grief, Loss, and 
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Bereavement; and Preparation and Care for the Time of Death when compared 
with lecture with simulation pretest scores (Table 4).  
Table 3. Dependent Samples t-tests of ELNEC Variables and Time for Lecture 
Only Group 
 Time     
 Baselinea  Postinterventionb    
Study Variable M SD  M SD t p 95% CI 
Nursing care at EOL 1.64 0.91  2.25 0.70 -2.50 .017 [-1.07, -0.14] 
Pain management 4.46 0.88  4.68 1.19 -0.80 .440 [-0.71,  0.36] 
Symptom 
management 1.64 0.83  2.25 0.80 -2.76 .014 [-1.04, -0.18] 
Cultural 
considerations in 
EOL care 
0.93 0.26  0.89 0.32 0.57 .603 [-0.17, 0.18] 
Communication 4.46 0.96  4.25 0.70 0.80 .410 [-0.25, 0.71] 
Grief, loss, and 
bereavement 0.64 0.49  1.00 0.00 -3.87 .004 [-0.54, 0.18] 
Preparation and care 
for the time of death 3.25 0.75  3.54 0.79 -1.55 .128 [-0.64, 0.07] 
Note. ELNEC = End-of-Life Nursing Education Consortium; M = mean; SD = standard 
deviation; CI = confidence interval; EOL = end-of-life. 
an = 28. bn = 28. Grief, Loss, and Bereavementc - t cannot be computed because the 
standard deviations of both groups are 0. Bootstrap results are based on 1,000 bootstrap 
samples. 
Table 4. Dependent Samples t-tests of ELNEC Variables and Time for Lecture 
with Simulation Group 
 Time     
 Baselinea  Postinterventionb    
Study Variable M SD  M SD t p 95% CI 
Nursing care at the 
EOL 1.88 1.01  2.40 0.71 
-
1.96 .015 [-1.32, -0.24] 
Pain management 4.12 1.01  4.92 0.95 -2.83 .147 [-0.72, 0.08] 
Symptom 
management 1.80 0.76  2.12 0.78 
-
1.50 .354 [-0.72, 0.59] 
Cultural 0.60 0.50  0.84 0.37 - .038 [-0.40, -0.08] 
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considerations in 
EOL Care 
2.75 
Communication 4.32 0.99  4.56 0.92 -0.95 .354 [-0.72, 0.24] 
Grief, loss, and 
bereavement 0.40 0.50  1.00 0.00 
-
6.00 .001 [-0.80, -0.40] 
Preparation and care 
for the time of death 2.80 1.19  3.80 1.12 
-
2.85 .016 [-1.72, -0.32] 
Note. ELNEC = End-of-Life Nursing Education Consortium; M = mean; SD = standard 
deviation; CI = confidence interval; EOL = end-of-life. 
an = 25. bn = 25. Bootstrap results are based on 1,000 bootstrap samples. 
Research Question 3. Were there mean differences between baseline mean 
scores on EOL modules and post-ELNEC training mean scores for the whole sample?  
Statistical significance was demonstrated on posttest scores for all scales of EOL 
modules, except for Communication and Cultural Considerations in EOL Care when 
compared with pretest scores (Table 5). 
Table 5. Dependent Samples t-tests of ELNEC Variables and Time for the Whole 
Sample  
 
 Time    
 Baselinea  Postinterventionb    
Study Variable M SD  M SD t p 95% CI 
Nursing care at the 
EOL 1.75 0.96  2.32 0.70 -3.19 .003 [-0.89, -0.23] 
Pain management 4.30 0.95  4.79 1.08 -2.49 .016 [-0.85, -0.08] 
Symptom 
management 1.72 0.79  2.19 0.79 -3.07 .003 [-0.78, -0.17] 
Cultural 
considerations in 
EOL Care 
0.77 0.42  0.87 0.34 -1.70 .125 [-0.21, 0.02] 
Communication 4.40 0.97  4.40 0.82 0.00 1.00 [-0.36, 0.38] 
Grief, loss, and 
bereavement 0.53 0.50  1.00 0.00 -6.81 .001 [-0.62, -0.34] 
Preparation and care 
for the time of death 3.04 1.00  3.66 0.96 -3.17 .005 [-1.00, -0.23] 
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Note. ELNEC = End-of-Life Nursing Education Consortium; M = mean; SD = standard 
deviation; CI = confidence interval; EOL = end-of-life. 
an = 53. bn = 53. Bootstrap results are based on 1,000 bootstrap samples. 
When compared, the lecture only and lecture with simulation groups showed no 
statistical significance between groups.  However, when modules were examined 
individually, statistical significance was demonstrated in both groups for the Nursing care 
at the EOL, Pain management, Symptom management, Grief, loss, and bereavement, and 
Preparation and care for the time of death modules.  
 
 
 
CHAPTER 5: DISCUSSION 
This chapter examines the results of the comparison of the effectiveness of two 
educational approaches to teaching the ELNEC course.  The limitations of the pilot 
project include class format, sample size, project setting, and the use of non-validated 
tools. Finally, recommendations and implications for further study are examined.  
Summary of Findings 
Increasingly, emergency nurses are caring for patients with more chronic illness 
burden requiring palliative or EOL care in the emergency department setting.  However, 
the literature has shown that emergency nurses are not always comfortable providing this 
type of care.  Providing effective education can improve EOL care in emergency 
departments.   
The purpose of this project was to compare two teaching methods using ELNEC 
material in a class designed specifically for emergency nurses.  The project’s focus was 
unique because it examined EOL care in a Level I trauma center that treats 311 patients 
per day on average.  This setting presented different perspectives of the barriers to EOL 
care. 
Each instructional module was interpreted separately for statistical significance 
for the entire sample.  Results indicate that no statistical significance was found between 
the two teaching methods for any of the modules.  However, an increased knowledge 
base was noted for the entire sample in five of the seven modules, Nursing Care at the 
End of Life; Pain Management; Symptom Management; Grief, Loss and Bereavement; 
and Preparation and Care for the Time of Death. Cultural Consideration in End-of-Life 
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Care may not have reached statistical significance because only one test question was 
taken from this content area. 
Although there was a statistically significant 16% increase from pretest to posttest 
scores, this pilot project aligned with what is reported in that literature, emergency nurses 
find this content difficult to embrace (Norton et al., 2011; Sherman et al., 2005).  
Participants identified communication with physicians, patients, and families as one of 
their greatest challenges.  However, posttest scores indicated that the communication 
content was not comprehended well in either of the groups, even though the simulation 
group had a scenario dedicated to communication.   
Communication challenges in EOL care have been identified in the literature 
(Blackhall, Erickson, Brashers, Owen, & Thomas, 2014; Boyle, Miller, & Forbes-
Thompson, 2005; Reinke et al., 2011; Wittenberg, Goldsmith, & Neiman, 2015) and may 
be due to how little interprofessional education nurses and physicians receive (Blackhall 
et al., 2014). In order to improve communication in EOL care situations, instructional 
time should be increased and the topic offered more frequently.  Validated scenarios 
would enhance all content areas.  
The average years of nursing experience in this setting was M = 6.21.  Forty-two 
percent of the participants had less than 3 years’ experience in an emergency department, 
which is considered competent according to Benner’s novice to expert theory (Benner, 
1982).  Less time in an emergency department may indicate fewer opportunities to care 
for EOL patients.  Nurses with less experience find EOL communication particularly 
difficult because they are still trying to refine basic nursing skills (Barrere & Durkin, 
2014).  Because these nurses may not have receive adequate EOL education in their 
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undergraduate program, their knowledge base may have been considerably lower coming 
into class (Ferrell & Coyle, 2002; Gillan et al., 2014a; Schlairet, 2009).  Fifteen percent 
had more than 3 years of experience, which according to Benner (1982) is proficient.  
Forty-three percent of the participants had more than 5 years of experience, which Benner 
considers expert level.   
Only six percent of the participants had leadership positions in addition to their 
role as a bedside nurse. These leadership positions within the emergency department may 
have given the nurses more experience in communication between physicians and family 
members. When in this role, the nurse is expected to be resources to the bedside nurses. 
A trauma center is a highly specialized setting that handles extreme cases of life or death. 
Rural or county hospital emergency departments may have shown different results.  We 
were seeking to increase emergency nurses’ knowledge of EOL care so that they could 
deliver more effective, empathic care to dying patients.  But changing how nurses 
perform may not be the best solution.  Although we would not expect palliative care 
nurses to competently care for trauma patients, we should not expect trauma nurses to 
competently care for EOL patients.  The appropriate specialty should be assigned to the 
right type of patients to ensure better patient outcomes.  After this project, palliative care 
referrals increased considerably in this setting.  
The high-fidelity SimMan® allowed students to demonstrate the knowledge they 
acquired of evidence-based interventions for pain and symptoms common in actively 
dying patients.  The standardized family member and physician allowed students to use 
communication strategies.  The expectation was that the application of acquired 
knowledge would enable participants to score higher on the posttest. 
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Limitations 
Since the participants were encouraged to have open dialogue, ensuring that each 
class received the same exact content was difficult.  A particular class may have had one 
topic discussed more than other classes.  All participants were recruited from a Level I 
trauma center and work in a culture where saving the lives of people in critical and often 
hopeless situations is constant.  This may impart a natural bias that is more challenging to 
overcome, making the transformative learning process more difficult to achieve in a short 
amount of time. 
  In addition, the zone a nurse worked in could have inhibited their ability to relate 
to this topic. Thirty percent of the participants worked in the blue and green zones.  
Subsequently,  nurses working in these zones provide care for lower acuity patients and 
may not have been exposed to many EOL situations.  Furthermore, the 51% of nurses 
who worked in the red/trauma zone were immersed in the day-to-day culture of saving 
lives and may not have identified the acuity of the actively dying patient. .  Only 19% of 
participants worked in the yellow zone, which is the only zone where EOL patients were 
consistently admitted.  
Another limitation was the small sample size . A power calculation indicated that 
the sample size should be no less than 134.  The small sample may have increased the 
risk of Type II errors, leading to a false negative conclusion (Polit & Beck, 2006).   
Finally, the author acknowledges that the modified ELNEC-Knowledge Assessment Test 
was not a validated instrument. There was no pilot study conducted to validate the 
modified tool. 
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Recommendations for Future Research 
Nurses believe that improved communication with physicians, patients, and 
family members is required to improve EOL care in emergency departments (Chan, 
2006; Eby, 2008; Smith et al., 2010).  Further development and testing of interventions to 
improve communication between staff, patients, and family members should be 
considered.  This might be achieved with classes on communication at EOL with 
validated communication simulations.   
The effects of lecture versus lecture with simulation over time should be explored.  
One method might help participants retain EOL knowledge better than the other.  A 
larger sample with a diverse setting of emergency departments, such as rural and county 
hospitals, may create more generalizable results.   
One of the most beneficial consequences of this course was that palliative care 
consults increased after participants completed this course.  Thus, a class that provides 
palliative and EOL resources to emergency departments may prove valuable to staff.  
Tracking how the application of knowledge from the ELNEC course affects EOL care in 
an emergency department would show the efficacy of the course.  
Implications for Practice 
Despite this project’s limitations and that no statistical significance was found 
between the two educational methods, the sample’s increased knowledge base addressed 
the need for emergency nurses to receive EOL education (Quest, et al., 2011).  Most 
previous studies of EOL simulation involved nursing students (Leighton & Dubas, 2009; 
Fluharty et al., 2012; Tuxbury, McCauley, & Lement, 2012).  Although simulation for 
practicing nurses has increased (Aebersold & Tschannen, 2013), the literature lacked 
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studies that examined EOL simulations with practicing nurses.  This project served to 
close the gap between the uses of simulation at nursing schools versus with practicing 
nurses.  This may serve to prompt the more use of simulation in the practice setting.  
Furthermore, the debriefings from the simulations will allow emergency nurses to modify 
their behavior in EOL situations.  Finally, placing palliative care nurses in emergency 
departments as a permanent resource may increase the quality of EOL care.  
Conclusion 
As terminally ill patients continue to use emergency departments for pain and 
symptom management and EOL care, emergency staff must be provided with educational 
opportunities and resources on EOL care.  The ELNEC course is one method of 
increasing the EOL knowledge base of nurses.  The purpose of this pilot project was to 
compare two methods of instruction to determine which was more effective in improving 
the knowledge base of emergency nurses on EOL care.  Although no statistical 
significance was found between the lecture only and the lecture with simulation group, 
the entire sample showed statistical significance in its increased knowledge of EOL care. 
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Dear _____________________ 
 
Proving end-of-Life care in the emergency department can prove difficult due to:    
 
• poor communication 
• lack of time 
• resources  
• privacy 
• staffing issues 
• increased census  
 
Despite these challenges, evidence shows that the terminally ill population and their 
family members will continue to utilize the emergency department for end-of-life and 
palliative services.  Therefore, it is essential that emergency staff is able to care for this 
population in the most efficient and effective manner possible.  
 
End-of-Life Nursing Education Consortium (ELNEC) classes have been designed to 
specifically meet the unique challenges that have been identified in the CRMC ED. Eight 
CEUs and lunch will be provided.  This class is voluntary however; if you opt to enroll it 
will be a paid education day.   
 
Classes limited to 10 participants per day and will be held from 0800 to 1600 in the 3A 
Classroom (3rd floor annex). 
 
• Monday- Sept 14, 2015 
• Monday- Sept 21, 2015 
• Friday- October 2, 2915 
• Wednesday- October 7, 2015 
• Wednesday -November 4, 2015 
• Friday - November 6, 2015 
 
This class is part of a study to determine the most effective method to provide end-of-life 
education to emergency staff  
 
Please review details of the study attached, and enroll in HealthStream under ED ELNEC 
by 09/10/2015 if you are interested.  
Registering for Class  
1. In HLC go to “Catalog”  
2. Type in the course identifier or course name: “ED ELNEC”  
3. Click on “Search”  
4. Click on the course link  
5. Click on “Show Class Schedule”.(DO NOT click on) “Enroll in this Course” 
6. The list of classes will appear. To register for the class, click on “Register” to the far 
right.  
7. Status should show “Registered” 
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A comparison of instructional approaches to End-of-Life Nursing Education Consortium 
(ELNEC) training. A pilot study. 
 
You have been invited to participate in a research study to compare the effectiveness of 
two different learning strategies for end-of-life education. Your participation is voluntary 
and there will be no repercussions if you chose not to participate in this study. The 
Principal Investigator is Jennifer Bodine. 
 
If you agree to be involved with the study you will be randomized into one of two groups. 
One group will participate in an ELNEC lecture and discussion training. The other group 
will participate in an ELNEC lecture and discussion training with simulation. At the 
beginning of training you will be given a pretest and upon completion of the education 
you will be assessed with a posttest. 
 
The education will take approximately 6.5 hours and the simulation will take 
approximately 30 minutes. The education will occur at Community Regional Medical 
Center (CRMC) on 09/14/15, 09/21/15, 10/02/15, 10/07/15, 11/04/15, and 11/06/15 from 
8am-4pm.  
 
The study will start with a pretest at 0830 and the posttest will be completed by 4 pm. 
 
Some participants may feel stressed performing in a simulated environment. This 
potential risk will be mitigated by allowing you to leave the study at any time. 
Additionally, a prebriefing and debriefing will occur prior to and following the 
simulation to allow you to ask questions or express concern. Scores of the pretest and 
posttest and performance in the simulated environment will be confidential. Names will 
not be used on the assessment tools. Data will be protected using a password protected 
computer system that can only be accessed by the Principal Investigator.  
 
Benefits  
The education will provide you with evidence-based information regarding the current 
recommendations relating to end-of-life care.  This pilot study assists in identifying the 
most feasible and effective learning strategy for end-of-life care and is the next phase in 
an organizational initiative with the goal of improving the quality of end-of-life care 
delivered in the emergency department. 
 
This project has been approved by the Human Subjects Institutional Review Boards at 
Community Regional Medical Center. It has also been approved by the School of 
Nursing, Human Subjects Institutional Review Board, California State University, Fresno 
as this project will contribute towards completion of the Principal Investigators Doctorate 
in Nursing Practice.  
 
Any questions and concerns about rights as a research subject should be directed to the 
Committee for the Protection of Human Subjects: Manager, (CRMC) Lisa Foster 
(559)499-6552; Chair, (Fresno State) Terea Giannetta (559) 278-2808. 
 54 54 
  
Your decision to complete the education and assessment constitutes informed consent. If 
you have any questions regarding this study please contact, Jennifer Bodine, by email at 
jbodine@fresnoheartandsurgical.org or call 559-260-7328. 
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ELNEC Test Questions (with answers) 
1. The nurse is having a discussion about barriers to quality end-of-life care with a 
coworker. Which comment by the co-worker indicates misunderstanding and 
the need for more information? 
a. “A significant obstacle is health care professionals’ lack of education 
about end-of-life care.” 
b. “One reason people don’t seek palliative care is that they are reluctant to 
give up hope.” 
c. “The failure of health care professions to acknowledge the limits of 
traditional medicine is a major barrier.” 
d. “It’s essential to know someone has six months or less to live for end-
of-life care to be started.” 
2. “Which approach by the nurse is most appropriate in caring for a dying patient? 
a. Assist the patient and family to make choices regarding the final stage 
of life. 
b. Explore choices that will avoid suffering for the patient and family. 
c. Make decisions about physical care for the family to reduce their stress. 
d. Advocate for the family to complete an advance directive for the patient. 
3.  When caring for patients at the end of life, the nurse can anticipate that these 
patients will have which two most common fears associated with death? 
a. death itself and not finishing tasks 
b. pain and being a burden to family 
c. altered body image and not knowing what to expect 
d. losing control and use of life-sustaining technology 
 
4. Mr. F has advanced prostate cancer with bone metastasis. He is unresponsive, 
and is being cared for at home by his daughter. The home health nurse is 
teaching the daughter about assessing her father’s pain. Which statement by 
the daughter indicates understanding of her father’s pain status? 
a. “If he is not moaning, he’s probably not experiencing pain.” 
b. “I’ll have to guess when he is in pain since he can’t tell me.” 
c. “Now that he’s unable to communicate, we can stop his pain medication.” 
d. “Since he was in pain when he was conscious, I assume he’s still in 
pain.” 
5. The nurse is conducting a pain assessment for a female client with liver cancer. 
The client is complaining of right shoulder pain that is rated as a 9 on a 0 to 10 
pain scale. Which action should the nurse take first? 
a. Assess the patient’s use of the prescribed pain medication. 
b. Offer her a back massage to help her relax and decrease the pain. 
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c. Place hot packs to the right shoulder to reduce localized pain. 
d. Perform an assessment of her pulse and respiratory rate. 
 
6. The nurse is admitting a client with metastatic breast cancer. The client has 
bleeding gums and guaiac positive stools. The client has an elevated 
temperature and a respiratory rate of 10 per minute. The client is complaining 
of aching and throbbing pain in the right femur. Which order should the nurse 
question? 
a. Administer morphine sulfate 60 mg PO every 4 hours for 24 hours. 
b. Institute bleeding precautions. 
c. Apply a transdermal fentanyl (Duragesic) patch 25 mcg/per hour every 72 
hours. 
d. Give ibuprofen (Motrin) 400mg every 4 hours for an elevated 
temperature. 
 
7. The nurse has attended a staff development conference on end-of-life pain 
management for clients who are substance abusers. Which statement by the 
nurse indicates a correct understanding of pain management for these clients 
with a history of substance abuse? 
a. “They should not be given opioids for pain because of the high addiction 
risk.” 
b. “They will need smaller doses of analgesia to prevent cumulative 
overdose.” 
c. “They may require higher does of opioids to relieve their pain.” 
d. “They need to withdraw from the substance prior to receiving analgesia.” 
8. The nurse’s 68-year-old patient is in the last hours of life after a lengthy 
illness. The patient has been receiving opioids for pain management. In 
assessing the patient as death approaches, the nurse knows that the opioid 
dose may need to be: 
a. increased or decreased to maintain pain control 
b. given only if requested by the patient 
c. monitored as neuropathic pain increases as death approaches 
d. discontinued due to diminished consciousness and altered mental state 
9. The nurse is caring for Ms. P, a 55-year-old woman with cancer. She 
received pain medication less than two hours ago after which she expressed 
significant relief. A colleague now reports that Mrs. P is complaining of 
pain. The colleague says “She can’t be hurting as much as she says she is.” 
What is the nurse’s most appropriate response? 
a. “Pain is whatever she says it is. Let’s assess her further.” 
b. “We need to explore the cultural meaning pain has for her.” 
c. “I will tell her gently that she must wait four hours between doses.” 
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d. “I’ll wait to give the next dose and re-assess her a little early, in an hour.” 
10. The nurse is caring for a client who is in advanced stages of AIDS. The 
client is reporting fatigue. Which assessment finding is commonly 
associated with the symptom of fatigue? 
a. anorexia /cachexia 
b. reduced serum calcium 
c. hyperthyroidism 
d. increased hemoglobin/hematocrit 
11. In assessing patients with dyspnea at the end of life, which statement is 
NOT true? Dyspnea: 
a. occurs in the majority of advanced cancer patients 
b. may be relieved by a cool fan blowing on the patient 
c. responds well to oxygen even in non-hypoxemic patients 
d. is assessed primarily by the patient’s description 
12. The nurse is caring for a man with advanced lung cancer who has an ongoing 
cough. The nurse correctly explains to the patient that his cough: 
a. is a rare, but extremely annoying symptom associated with his disease 
b. might be why he has experienced fatigue and vomiting recently 
c. will not be as problematic if he lays flat and on his back in bed 
d. may be diminished if he avoids coffee and other caffeinated beverages 
13. In palliative care, the nurse cares for people of many cultures. When 
conversing with persons of another culture, the nurse should: 
a. Use the patient’s first name to establish warm rapport. 
b. Determine who makes decisions for the patient and family. 
c. Speak primarily to the translator rather than the patient or family. 
d. Act as if the patient is fully informed of the diagnosis and prognosis. 
14. The nurse is being oriented to palliative care. Which factor should the nurse 
identify as a requirement crucial to quality end-of-life care? 
a. maintaining cost-effective analgesic regimens 
b. restricting care to symptom management algorithms 
c. communicating effectively with clients and families 
d. employing volunteers to ensure clients are not alone 
 
15. In preparing to discuss bad news with a patient, the palliative care nurse 
should: 
a. Speak from the heart, without rehearsal to convey sincerity. 
b. Determine what the patient and family already know. 
c. Presume that patients want and need to be told the truth. 
d. Be prepared to give advice about future treatment options. 
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16. The nurse is caring for a man with advanced prostate cancer. He has been told 
that his therapy is not working. He asks the nurse, “Why is this happening to 
me?” What is the nurse’s most appropriate response? 
a. “I don’t know. I wish I had an answer for you, but I don’t.” 
b. “Perhaps you’re being tested and this will make you a stronger person.” 
c. “I’ll ask the doctor to more fully explain the disease process.” 
d. “If I were you, I’d explore additional therapies and treatment options.” 
17. The nurse is facilitating a staff discussion about myths and realities of 
communication in palliative care. Which is a correct statement about 
communication? 
a. “We can never give someone too much information.” 
b. “We communicate only when we choose to communicate.” 
c. “The majority of messages we send are non-verbal.” 
d. “Communication is primarily words and their meanings.” 
18. Clients and families facing life-threatening illness expect that 
communication between themselves and a health care professional will 
include all of the following EXCEPT: 
a. The professional will be honest/truthful in all communications. 
b. The professional will discuss the client’s care with the health care team. 
c. The professional will decide what client issues need to be addressed 
first. 
d. The professional will be available to listen to a client’s concerns. 
19. An 85-year-old client with end-stage heart disease arrives unconscious at the 
emergency department after sustaining her third myocardial infarction. The 
physician has told the daughter that without resuscitation, her mother could die 
today. The nurse finds the daughter crying by the client’s bedside. Which 
intervention by the nurse is most appropriate in communicating with this family 
member? 
a. Ask the daughter if she would like to reconsider treatment. 
b. Talk to the physician about moving the client to a unit with more privacy. 
c. Remain present with the daughter, using silence to impart comfort. 
d. Assure the daughter that she doesn’t need to stay with her mother. 
20. The nurse is talking with the wife of a client who died recently. Which 
statement by the nurse is most helpful? 
a. “I know exactly how you are feeling.” 
b. “It must be hard to accept that this has happened.” 
c. “His suffering is over. He’s in a better place now.” 
d. “I’m here for you. Call me if you need anything.” 
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21. The nurse is caring for a patient who is very close to death. Of the 
following assessment findings, which is the most reliable sign of 
death? 
a. Cheyne-Stokes respirations 
b. mottling of extremities 
c. absence of urine output 
d. fixed, dilated pupils 
22. The nurse is caring for an 85 year old man who is dying. He has been 
comatose for several days. His respirations are now shallow and rattling. His 
adult children at the bedside state, “We don’t want our father to suffocate.” 
Which action should the nurse take? 
a. Use a suction machine to suction secretions from the mouth and the throat. 
b. Sit the patient up and percuss the back to facilitate loosening of congestion. 
c. Reassure the family that the rattling is normal and is not causing 
suffering. 
d. Request an order for humidified oxygen to decrease the client’s air hunger. 
23. The nurse is caring for a man who is imminently dying. During morning 
care, the man asks the nurse if he is dying. An example of the best response 
for the nurse to give is: 
a. “Yes. I suppose you’ve known this all along. I promise I’ll be right with 
you all the way.” 
b. “Not today. Why don’t we look at some of the things you would 
like to accomplish now?” 
c. “Yes. Tell me about any concerns, fears, or questions you have about 
what will happen.” 
d. “Why do you ask that? You look like you feel so much better today than 
you did yesterday!” 
24. The nurse is caring for a patient who has just died. In caring for the body after 
death, the goal of care is to: 
a. Make sure the body is sent to the morgue within an hour after death. 
b. Have the family members participate in the bathing and dressing the 
deceased. 
c. Notify all family members and team members regarding the patient’s 
death. 
d. Provide a clean, peaceful impression of the deceased for the family. 
 
25. The nurse is caring for a patient who has just died. The family is weeping at 
the bedside. In assisting the family to understand what will occur next, the 
nurse should: 
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a. Explain how the body will be cared for immediately following the 
death. 
b. Request that the family leave the room in order for the body to be washed. 
c. Give information about the need to remove the body promptly for 
embalming. 
d. Ask if they would like to have all the tubes, catheters and IV lines removed. 
 
